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Physical Health Status of World Trade Center Rescue and Recovery Workers 
and Volunteers — New York City, July 2002-August 2004 


In the months after the September 11, 2001, attacks on the 
World Trade Center (WTC), concerns grew about the health 
consequences of exposures sustained by persons involved in 
the rescue and recovery response. In addition to the estimated 
10,000 Fire Department of New York (FDNY) personnel, an 
estimated 30,000 other workers and volunteers potentially were 
exposed to numerous psychological stressors, environmen- 
tal toxins, and other physical hazards. These concerns 
prompted CDC's National Institute for Occupational Safety 
and Health (NIOSH) to support the WTC Worker and Vol- 
unteer Medical Screening Program, which provided free, stan- 
dardized medical assessments, clinical referrals, and 
occupational health education for workers and volunteers 
exposed to hazards during the WTC rescue and recovery effort. 
During July 16, 2002—August 6, 2004, the program evalu- 
ated 11,768 non-FDNY workers and volunteers. This report 
summarizes data analyzed from a subset of 1,138 of the 11,768 
participants evaluated at Mount Sinai School of Medicine 
during July 16—December 31, 2002. These data indicated that 
a substantial proportion of participants experienced new- 
onset or worsened preexisting lower and upper respiratory 
symptoms, with frequent persistence of symptoms for months 
after their WTC response work stopped. These findings 
underscore the need for comprehensive health assessment and 
treatment for workers and volunteers participating in rescue 
and recovery efforts. 

The clinical program included a single screening evaluation 
consisting of medical- and exposure-assessment questionnaires, 
physical examination, pre- and post-bronchodilator (BD) 
spirometry, complete blood count, blood chemistries, urinaly- 
sis, chest radiograph, and mental health screening question- 
naires. Participants were recruited through outreach that 
included community and union meetings, mailings, and 


articles in the media. Eligibility for the screening program was 


based on arrival date and duration of exposure to the site* 
rather than on symptomatology. Institutional review board 
approval and informed consent were obtained for data aggre- 
gation and analyses. 

The subset of 1,138 program participants was predomi- 
nantly male (91%) and non-Hispanic white (58%), with a 
median age of 41 years (range: 21-74 years). Non-Hispanic 
blacks and Hispanics accounted for 11% and 15% of the popu- 
lation, respectively. The largest occupational sectors represented 
in this sample were technical and utilities (25%), law enforce- 
ment (21%), and construction (18%). Numerous other 
occupational groups accounted for the remaining 36%; 89% 


were union members. 





* Minimum of 24 hours working/volunteering during September 11—30, 2001 
or >80 hours during September 1 1—November 30, 2001, either south of Canal 
Street, the Staten Island landfill, or the barge loading piers. Employees of the 
Office of the Chief Medical Examiner also were eligible, regardless of hours 
worked. FDNY and State of New York employees had access to other screening 


programs and were not eligible for this program. 
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Of the 1,138 participants, 525 (46%) worked on WTC 
rescue and recovery efforts on September 11, 2001, and 963 
(84%) worked or volunteered during September 1 1—14, when 
exposures were greatest. During that period, a total of 239 
(21%) participants reported using appropriate respiratory pro- 


tection (i.e., full- or half-face respirators) (/). The median 


length of time worked on the WTC effort was 966 hours (range 


24—4,080 hours). Of the 610 examinees present in lower 
Manhattan on September 11, a total of 313 (51%) reported 
being directly in the cloud of dust created by the collapse of 
the WTC buildings, and an additional 191 (31%) reported 
exposure to substantial amounts of dust. 

A participant was considered to have a WTC-related symp- 
tom if the symptom either first developed (incident) or wors- 
ened (exacerbated) while working or volunteering on the WTC 
effort. WTC-related lower respiratory symptoms were reported 
by 682 (60%) of the sample, and 836 (74%) reported WTC- 
related upper respiratory symptoms. A total of 450 (40%) 
examinees had WTC-incident lower respiratory symptoms that 
persisted to the month before screening, and 565 (50%) 
reported WTC-incident and persistent upper respiratory 
symptoms (Table 1). Among the 851 participants who 
reported persistent WTC-related symptoms, an average of 32 
weeks (range: 7-63 weeks) had elapsed since either they 
stopped working at the site or since the end of May 2002, 
when site cleanup was officially completed’. On examination, 
527 (46%) had nasal mucosal inflammation. Other respira- 
tory abnormalities (e.g., abnormal nasal turbinates or sinuses, 
rhonchi, and wheezing) were less common. 

All participants underwent spirometry before and after an 
inhaled BD using standard techniques (2). A total of 360 
(33%) participants had abnormal spirometry findings 
(Table 2), primarily because of results suggesting restriction; 
84 (23%) had a significant post-BD response. A total of 22 
(27%) of those with airway obstruction had a significant BD 
response consistent with asthma. 

Compared with a general population sample of employed, 
adult, white males (National Health and Nutrition Examina- 
tion Surveys [NHANES III]}) (3), the 599 participants who 
had never smoked had a higher prevalence of abnormalities 
on spirometry (31% versus 13%), which was attributable to a 
higher prevalence of restriction (21% versus 4%). 

Participants experienced numerous other symptoms 
(Table 3), including a substantial proportion with incident 
and persistent musculoskeletal symptoms, such as low back 


pain (16%) and upper or lower extremity pain (16% and 13%, 





After official site closure, ¢ xposure levels were reduced markedly 
Defined by using the American Thoracic Society criteria or an increase in either 
forced expiratory volume in | second (FEV 1) or forced vital capacity (FVC) of 


»12% and >0.2 L, respectively 
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TABLE 1. Number and percentage of World Trade Center (WTC) rescue and recovery workers and volunteers reporting upper and 
lower respiratory symptoms, by symptom — New York City, July 16—-December 31, 2002 





Incidence (new Incidence (new 
Previous Worsened onset) while onset) and 
history (prevalence while working or working or persistent to 
in year before volunteering on volunteering on month before 
September 11, 2001)** WTC effort’ WTC effort" screening" 
Symptom No. (%) No. (% No. (%) No. (%) 
Lower respiratory 217 (19.1) 87 (40.1) 654 (57.5)t 450 (39.5)t 
Dry cough (excluding colds) 58 (5.1) 23 (39.7) 403 (37.3) 213 (19.7) 
Cough with phlegm (excluding colds) 57 (5.0) 25 (43.9) 214 (19.8) 110 (10.2) 
Shortness of breath 79 (6.9) 28 (35.4) 261 (24.6) 206 (19.5) 
Wheezing apart from having a cold 75 (6.6) 24 (32.0) 195 (18.3) 105 (9.9) 
Chest tightness upon waking or at any other time of day 51 (4.5) 16 (31.4) 216 (19.9) 148 (13.6) 


Upper respiratory** 487 (42.8) 250 (51.3) 794 (69.8)t 565 (49.6) 
Facial pain or pressure 41 (3.6) 18 (43.9) 84 (7.7) 67 (6.1) 
Head or sinus congestion ‘ (25.7) 151 (51.7) 249 (29.4) 177 (20.9) 
Post-nasal discharge (12.6) 55 (38.5) (17.5) 121 (12.2) 
Blowing nose more than usual 5 (4.6) 23 (44.2) 388 (35.7) 196 (18.0) 
Nosebleeds (2.6) 8 (26.7) 84 (7.6) 24 (2.2) 
Stuffy nose (18.3) 91 (43.8) 326 (35.1) 216 (23.2) 
Sneezing (11.4) 53 (40.8) 245 (24.3) 148 (14.7) 
Runny nose (9.2) 37 (35.2) 195 (18.9) 114 (11.0) 
Irritation in nose . (4.0) 28 (60.9) 187 (17.1) 92 (8.4) 
Ear fullness (“blocked”) (5.8) 18 (27.3) 144 (13.4) 115 (10.7) 
Ear pain (1.4) 5 (31.3) 64 (5.8) 44 (3.9) 
Throat irritation - (4.4) 23 (46.0) 481 (44.2) 246 (22.6) 
Sore throat (4.6) 22 (42.3) 360 (33.1) 180 (16.6) 
Hoarseness ¢ (4.3) 18 (36.7) 298 (27.4) 171 (15.7) 
Losing voice (0.4) 1 (25.0) 86 (7.6) 35 (3.1) 
* A number of participants (n = two to 19) are missing data on this question; except for chest tightness, 164 are missing 
tT Denominator = 1,138 
§ Denominator = participants with previous history 
1 Denominator = 1,138 minus participants with previous history 

** All are excluding colds, except for those with facial pain or pressure 

















TABLE 2. Number and percentage of World Trade Center (WTC) rescue and recovery workers and volunteers who received spirometry 
testing, by cigarette smoking status, bronchodilator (BD) response, and spirometry results — New York City, July 16—-December 31, 2002 
Cigarette smoking status BD 

Never Former Current Total* response’ 
Spirometry results No. (%) No. (%) No. (%) No. (%) No. (%) 
Normal 412 (69) 179 (70) (59) 725 (67) 39 (5) 
Obstruction 48 (8.0) 18 (7) (7) 81 (7) 22 (27) 
Obstruction and low FVC‘ 11 (2) 5 (2) (4) 26 (2) 10 (38) 
Restriction** 17 128 (21) 55 (21) (31) 253 (23) 52 (21) 
Total 599 (55) 257 (24) (21) 1,085 123 (11) 


* Includes 1,085 participants with three good spirometry maneuvers and valid smoking-status responses 


t Defined as an increase of >12% and >0.2 L in forced vital capacity (FVC) or forced expiratory volume in 1 second (FEV1) after inhaling albuterol 
respectively. 


8 FEV1 / FVC < lower limit of normal range (LLN) and FVC > LLN (pre-BD) 
1 FEV1 / FVC <LLN and FVC <LLN 
** FVC < LLN and FEV1/FVC >LLN 
tt Includes 75 participants with a normal FVC after BD (pseudo-restriction) 














respectively). Other incident and persistent symptoms included Reported by: SM Levin, MD, R Herbert, MD, JM Moline, MD, 
heartburn (15%), eye irritation (14%), and frequent head- AC Todd, PhD, L Stevenson, MPH, P Landsbergis, PhD, S Jiang, MS 


2 


ache (13%). Overall, 364 (23%) of the sample reported pre- G Skloot, MD, Mount Sinai School of Medicine, New York, New York 


a ; uTC § Baron, MD, P Enright, MD, Div of Surveillance, Hazard Evaluations, 
viously receiving medical care for WTC-related respiratory Baron, 1D, I Enright, 1D, Div of urveillance ay F 

f and Field Studies, National Institute for Occupational Safety and Health, 
CH. 


conditions. A total of 214 (19%) of examinees reported miss- 
ing work because of WTC-related health problems (median: 
10 days; range: 1-364 days). 
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TABLE 3. Number and percentage of World Trade Center (WTC) rescue and recovery workers and volunteers reporting symptoms* 
other than upper and lower respiratory symptoms, by type of symptom — New York City, July 16—-December 31, 2002 





Previous 
history (prevalence 
in year before 
September 11, 2001)'S 


No. (%) 





Symptom 


Worsened 

while working or 

volunteering on 
WTC effort" 


No. 


Incidence 
(new onset) 
while working or 
volunteering on 
WTC effort** 


No. (%) 


Incidence 
(new onset) and 
persistent to 
month before 
screening** 


(%) No. (%) 





Musculoskeletal symptoms 
Low back pain 
Neck/Upper back pain 


304 
138 
215 
119 
Elbow/Forearm pain 51 
Hand/Wrist pain 75 
Pain, numbeness, or tingling in fingers 


(26.7) 
(12.1) 


(18.9) 
(10.5) 
(4.5) 
(6.6) 
(7.5) 
(22.5) 
(5.1) 
(15.3) 
(4.0) 
(6.1) 


Any upper extremity pain 
Shoulder pain 


Any lower extremity pain 
Hip/Thigh pain 
Knee pain 
Lower leg pain 
Pain, numbness, or tingling in feet 
Other symptoms 
Frequent headache (9.7) 
(5.8) 
(3.5) 
(2.4) 
(2.4) 
(0.2) 
(1.7) 
(21.8) 
(5.0) 
(5.6) 


Eye irritation 

Dizziness 

Chest pain with exertion 

Chest pain at rest 

Coughing up blood 

Nausea/Vomiting 

Indigestion/Heartburn 

Diarrhea 57 
Rash 64 


80 
39 
52 
27 

8 


(26.3) 
(28.3) 
(24.2) 
(22.7) 
(15.7) 
(21.3) 
(23.5) 
(29.3) 
(31.0) 
(27.4) 
(20.0) 
(21.7) 


155 (18.6) 


(13.6) 116 


(17.8)8 182 
(9.6) 88 
(4.8) 44 
(5.7) 55 
(9.2) 84 

(14.9)8 
(4.4) 40 
(6.6) 60 
(3.8) 38 
(7.4) 62 


130 (15.6) 


(11.6) 
(16.0)§ 
(8.6) 
(4.0) 
(5.2) 
(8.0) 
(12.8)8 
(3.8) 
(6.3) 
(3.5) 
(5.8) 


(31.8) 
(50.0) 
(22.5) 
(11.1) 
(18.5) 

(0.0) 
(21.1) 
(30.7) 
(26.3) 
(25.0) 


(17.4) 
(39.4) 
(13.8) 
(5.2) 
(5.9) 
(3.9) 
(10.5) 
(18.9) 
(8.6) 
(15.3) 


(12.6) 
(13.6) 
(9.0) 
(3.8) 
(4.3) 
(0.4) 
(4.9) 
(15.2) 
(5.3) 
(7.4) 





* Lasting more than a week or severe enough to result in missed work 

. Anumber of participants (n 

» Denominator = 1,138 
Denominator = participants with previous history 

* Denominator = 1,138 minus participants with previous history 


Editorial Note: The findings in this report indicate that a 
substantial proportion of program participants had new- 
onset and persistent upper and lower airway symptoms, mus- 
culoskeletal symptoms, and gastrointestinal symptoms. In 
addition, a substantial proportion of participants had respira- 
tory abnormalities on spirometry. This preliminary analysis is 
consistent with earlier reports from WTC screening programs 
conducted by FDNY (4,5), which documented a substantial 
proportion ol respiratory symptoms in emergency response 
workers. These findings suggest a need for continued moni- 
toring and appropriate treatment of WTC responders. 
NIOSH recently funded a program that will provide 
continued medical screening of responders for an additional 
Health 


Effects Treatment Program was established to provide further 


5 years. Through philanthropic sources, a WTC 


clinical evaluatien and treatment to responders at no cost. 
hus far, this program has provided approximately 3,587 
services to 844 responders, 40% of whom lacked health 
insurance 


four to 20) are missing data on specific questions 


A substantial proportion of workers evaluated in this pro- 
gram had low forced vital capacity (FVC). Restrictive lung 
diseases (low FVC) typically develop during a long period and 
are not the consequence of airway irritant exposures such as 
those experienced by WTC workers. Reduction in FVC might 
be attributable to air trapping rather than true restriction (i.e., 
pseudo-restriction), a hypothesis supported by the increase of 
FVC into the normal range after inhaled BD in 29% of the 
workers with low FVC. Further analyses that include lung 
volume measurement might clarify the implications of these 
findings. 

The destruction of the WTC towers resulted in the release 
of high levels of airborne contaminants (6). The Environmental 


Protection Agency estimated that potential dust exposures 


ranged from 1,000 yg/m? to >100,000 ye/m? in the hours 


after the towers’ collapse. Exposures were attributed primarily 
to smoldering fires (until December 2001), dust resuspension, 
and diesel exhaust from heavy equipment. WTC dust con- 
tained pulverized (alkaline) cement, glass fibers, asbestos, poly- 


cyclic aromatic hydrocarbons (PAHs), polychlorinated 
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regard to WTC exposures or health outcomes, and persons 


examined earlier might have had more severe health problems 


and sought out the program for that reason. However, pre Mental Health Status of World Trade 
liminary analyses of exposure data among all persons exam- 
, 2004, demonstrate similar patterns Center Rescue and Recovery 
of acute and longer-term WTC exposures. Additional analy- Workers and Volunteers oun 
ses of data for the remainder of the cohort will address con New York City, July 2002-August 2004 


cerns regarding health outcomes of persons screened later in 


ined through January 2 


After the September 11, 2001, attacks on the World Trade 


the program. Finally, because of the absence of pre-9/ 1] symp- 
, Center (WTC), a comprehensiv e screening program was 


tom prevalence and pulmonary function tests (PFTs) for these 


established to evaluate the physical and mental health of res- 
participants, the ability to measure accurately the impact of 


cue and recovery workers and volunteers. Persons were eli 
WTC exposures on responders health is limited. Because of 


gible for this program if they participated in the WTC rescue 
the absence of an unexposed control group, spirometry data : . 
from this sample were compared with those of NHANES III (3). 


[his report underscores the need for comprehensive occu- 


or recovery efforts and met specific time criteria for exposure 
to the site. During July 16, 2002—August 6, 2004, the pro- 


' gram evaluated 11,768 workers and volunteers. This report 
pational health assessment and treatment for rescue workers xs foe 
I vol Fall summarizes data analyzed from a subset of 1,138 of the 11,768 
ana volunteers as part Of all emergency preparedness programs. . : . . a 
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Guidelines for professional emergency response workers have apgrwcaran 
. during July 16—December 31, 2002. On the basis of one or 
been developed (/). The results described in this report suggest ' : 
a more standardized screening questionnaires, approximately 
that disaster preparedness also should include 1) planning for - ' ape ae 
oS. half (51%) of participants met threshold criteria for a clinical 
rapid provision of suitable respiratory and other protective : 
" ; mental health evaluation. Continued surveillance is needed 
gear and 2) provision of medical care for first responders and 


to assess the long-term psychological impact of the aftermath 
nontraditional responders \C.2., persons from construction F r 


of the 9/11 attacks and to determine needs for continued treat- 


trades, utility workers, and other occupational groups). 
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Worker and Volunteer Medical Screening Program; labor, commu of anticipated postdisaster mental health conditions. The ques- 


nity, and volunteer organizations. tionnaires used were the General Health Questionnaire-28 
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(GHQ), which identifies general psychiatric symptoms (/); 
Post Traumatic Stress Disorder (PTSD) Symptom Checklist 
(PCL), which identifies possible cases of PTSD (2); Patient 
Health Questionnaire (PHQ), which identifies panic, gener- 
alized anxiety, and depression (3); CAGE Questionnaire, which 
identifies likely alcohol dependence and abuse (4); and Sheehan 
Disability Scale, which measures functioning at home and 


work (5). Participants who met threshold criteria or acknowl- 


edged suicidal ideation or substantial disability on any ques- 


tionnaire were referred for clinical evaluations by mental health 
professionals on the same day. 

The 1,138 program participants were predominantly male 
(91%) and non-Hispanic white (58%), with a median age of 
41 years (range: 21-74 years). Non-Hispanic blacks and 
Hispanics accounted for 11% and 15% of the population, 
respectively. Participants had sustained a median of 966 hours 
(range: 24—4,080 hours) of exposure (approximately 4 months 
of 8-hour workdays) to the WTC site. During July 16 
December 31, the majority of participants (51%) met criteria 
for a clinical mental health evaluation on at least one screen- 
ing questionnaire (Table). Symptoms of depression, panic, and 
generalized anxiety were each reported by approximately 6% 
of participants. Nearly 10% reported at least one item on the 
CAGE Questionnaire. The Sheehan Disability Scale indicated 
that the top three emotionally related disabilities were prob- 
lems with social life (15%), work (14%), and home life (13%). 

On the PCL, approximately 20% of participants reported 
symptoms meeting the thresholds for PTSD (2). The diagno- 
sis of PTSD requires both a characteristic pattern of symp- 
toms and impaired functioning or substantive clinical distress 
relative to a qualifying trauma (6). Among program partici- 
pants, sufficient exposure to qualifying traumatic events was 
assumed and not assessed; however, despite meeting thresh- 
old by symptom count on the PCL (2), approximately one 
third (32%) did not meet the criteria for both pattern of symp- 
toms and impaired functioning or substantive clinical distress. 
Application of the diagnostic criteria reduces the proportion 
considered to have PTSD from 20% to 13%. Of the 1,138 
participants, only 36 (3%) reported accessing mental health 
services before participating in this program. 

Reported by: R? Smith, MD, CL Katz, MD, A Holmes, Disaster 
Psychiatry Outreach; R Herbert, MD, S Levin, MD, ] Moline, MD, 


P Landsbergis, PhD, L Stevenson, MPH, Mount Sinai School of 


Medicine, New York, New York. CS North, MD, Washington Univ, St. 
Louis, Missouri. GL Larkin, MD, Univ of Texas Southwestern Medical 
School, Dallas, Texas. S Baron, MD, J] Hurrell Jr, PhD, Div of 
Surveillance, Hazard Evaluations, and Field Studies, National Institute 
for Occupational Safety and Health, CDC. 


Editorial Note: The direct and protracted nature of the 


rescue and recovery workers and volunteers’ exposure to the 


TABLE. Mental health screening questionnaire results of 
World Trade Center rescue and recovery workers and volunteers, 
by category — New York City, July 16—-December 31, 2002 


Category No. (%) 


Referred for routine mental health evaluation’ 492 (43.2) 
Evaluated for suicidality? 92 (8.0) 
Total 584 (51.3) 
Total sample 5138 (100.0) 
Possible reason(s) for referral 
General Health Questionnaire-28 (GHQ) 
Somatic symptoms, anxiety and insomnia 
social dysfunction, or severe depression (43.9) 
Post Traumatic Stress Disorder (PTSD) 
Symptom Checklist (PCL) y (19.7) 
PTSD PCL + met PTSD symptom algorithm (15.3) 
PTSD PCL + met PTSD symptom algorithm + 
functional difficulty on Sheehan Disability Scale (12.8) 
Patient Health Questionnaire 
Panic symptoms : (5.8) 
General anxiety (5.9) 
Major depression 5 (5.6) 
CAGE Questionnaire (9.5) 
Sheehan Disability Scale 
Problem(s) with spouse/partner 2 (4.5) 
Problem(s) with children 15 (1.3) 
Problem(s) with work 155 (13.5) 
Problem(s) with social life 175 = (15.3) 
Problem(s) with home life 149 (12.9) 
Proportion who reported receiving mental health care 36 (3.2) 
Total reasons for referral§ 1,575 











"If exceeds threshold criteria on General Health Questionnaire (GHQ) 
Post Traumatic Stress Disorder Symptom Checklist, Patient Health Ques- 

, tionnaire (PHQ), or Sheehan Disability Scale 

. If suicidal ideation was indicated on GHQ or PHQ 

* Total exceeds 1,138 because persons might have had more than one 
reason for referral 


aftermath of the 9/11 attacks differentiates these persons from 
the general population (7). These responders are unlike previ- 
ous populations of rescue workers (8) because of the hetero- 
geneity of their occupations (e.g., construction trades, utilities 
and sanitation workers, and first responders) and the docu- 
mented health effects of their WTC work. The proportion of 
those meeting PCL threshold scores (2) for posttraumatic stress 
in the predominantly male sample is approximately four times 
the 5% reported lifetime prevalence of PTSD in the general 
male population (6). The point prevalences of approximately 
6%, respectively, for panic and generalized anxiety symptoms 
represent a two- to fourfold increase, compared with the 12- 
month prevalences of 2% and 3%, respectively, reported in 
the general population (9). However, depression was detected 
at a prevalence of 6%, nearly half the 12-month prevalence of 
10% reported in the general population (9). The point preva- 
lence of alcohol abuse and dependence of nearly 10% docu- 
mented by CAGE suggests rates at least as high as the 
12-month prevalence of 9.7% reported in the general popu- 
lation (9). 
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lhe findings in this report are subject to at least three limi- 
tations. First, no reliable data exist regarding the size of the 
worker/volunteer responder population; therefore, determin- 
ing participation rates for the screening program was not pos- 
sible. Second, persons who participated in the screening might 
have done so because they experienced (or perceived) greater 
exposures and/or symptoms; therefore, these results are not 
generalizable to all responders. Finally, the questionnaires, 
which had been validated by using psychiatric patients, were 
applied to nonpsychiatric patients; in addition, certain ques- 
tionnaires had been validated primarily among women and 
might not be equally valid in a predominantly male population. 

Preliminary findings regarding the possible cases of PTSD 
among these workers underscore the need for better tools to 
assess the mental health of responders to a disaster. For example, 
the popular PCL (2) used in this screening program does not 
conform to established clinical diagnostic criteria for PTSD 
(6) and might provide either over- or underestimates of post- 
traumatic psychopathology. In addition, the comparatively low 
rate of postdisaster depression identified by PHQ challenges 
assumptions about its sensitivity for detecting depression, 
especially because the proportion appears lower than that 
documented for the general population. 

Approximately half of the participants met preestablished 
screening criteria for mental health problems. Despite sub- 
stantial resources directed at the mental health effects of 9/11, 
only 3% of this population reported having accessed mental 
health treatment. Project Liberty (/0), a crisis counseling pro- 
gram funded by the Federal Emergency Management Admin- 
istration, oftered interventions beyond crisis counseling to help 
persons who experienced persistent and disabling distress. In 
addition, the Public Safety Workers Program, funded by the 
Substance Abuse and Mental Health Services Administration, 
has made limited funds available for the mental health treat- 
ment of this specific population through September 30, 2005. 
The mental health effects observed in this population suggest 
the need for further mental health screening, follow-up, and 
access to mental health services for WTC rescue and 
recovery workers and volunteers. 
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Preliminary Results from the World 
Trade Center Evacuation Study — 
New York City, 2003 


On September 11, 2001, an estimated 13,000—15,000 per- 
sons successfully evacuated the two World Trade Center 
(WTC) towers. Because full-scale evacuations of such build- 
ings are rare, little is known about how readily and rapidly 
these buildings can be evacuated and what factors serve as 
facilitators or barriers to the process (/). In 2002, the Mail- 
man School of Public Health at Columbia University and 
CDC initiated The World Trade Center Evacuation Study, a 
multiyear qualitative and quantitative research study designed 
to assess factors that affected evacuation of the two WTC tow- 
ers. This report summarizes qualitative data collected from 
Phase I of the study, which suggested that improved prepared- 


ness at the individual, organizational, and building environ- 


mental levels can facilitate rapid evacuation. Completion of 


Phase II of the study, together with other research efforts, 
should help workers, management, and local authorities de- 
velop and evaluate model emergency preparedness programs 
for high-rise occupancies. 

Qualitative data for Phase I of the WTC study were col- 
lected from 56 participants during 2003, approximately 18 
months after the events of September 11, 2001. Participants 
were self-selected into the qualitative study in response to a 
multimedia recruitment campaign; they consisted of 36 per- 
sons who were administered in-depth, semi-structured inter- 
views and 20 who participated in five focus groups. The data 
collected helped guide development of a detailed study ques- 


tionnaire for the quantitative Phase II* of the study. 





* More information is available at http:\\www.wtcsurvey.cumc.columbia.edu. 


The 56 participants ranged in age from 23 to 61 years; the 


mean and median age was 43 years. A total of 31 (55%) were 
male; 42 (75%) were white, seven (13%) were black, and one 
(2%) was Asian. Four (7%) identified themselves as of 
Hispanic ethnicity. A total of 37 (66%) of the participants 
were college graduates. 

Interview scripts were designed to identify the factors that 
influenced both the decision-making process, as well as the 
actual evacuation-related behaviors. Transcripts of the taped 
responses were read and categorized by two reviewers, with 
coding themes verified by a third reviewer using a modified 
Q-sort methodology (2). Inter-rater reliability was high, with 
>95% concordance. 

Individual factors. Participants cited four factors that 
affected their decision to begin evacuating: 1) perceived abil- 
ity to walk down multiple flights of stairs (i.e., more than 80 
for certain persons); 2) experience in evacuation of a WTC 
tower, including knowledge of stairwell locations and whether 
individual stairwells led to street level exits; 3) concern over 
leaving their work areas without the approval of executives or 
managers; and 4) information regarding what had occurred, 
what floors were involved, and how to respond. Direct evi- 
dence of the magnitude of the event (e.g., observing an air- 
craft strike a building, smelling fuel, or feeling a building move) 
caused some persons to leave immediately. 

The qualitative data also suggested that, after a decision to 
evacuate was made, many persons stopped to attend to last- 
minute activities (e.g., making telephone calls, shutting down 
computers, or gathering up personal items). Deciding which 
route to take (e.g., stairs or elevators) might have delayed 
evacuation progress for others. Progress was reportedly slowed 
for some persons because of poor physical condition or inad- 
equate footwear (e.g., high-heeled shoes or “flip-flops”). Some 
persons also delayed their progress to stop and assist others. 

Organizational factors. Two major organizational factors 
affecting evacuation were identified by participants: 1) work- 
place preparedness planning and training, including evacua- 
tion drills (e.g., when drills were held, the majority reported 
they never actually entered their designated stairwells) and 2) 
inadequate risk communication. An announcement broad- 
cast in WTC 2 (South Tower) shortly after the first aircraft 
had struck WTC 1 (North Tower) urged persons to remain in 
the building and likely led many to return to their work 
stations. 

Building environmental factors. Three major evacuation 
factors in the WTC building environment were identified as 
1) structural damage that blocked egress routes (e.g., debris 
on stairs or partially collapsed interior walls); 2) heavy con- 
gestion on certain stairways, which in some cases caused evacu- 


ees to move back upstairs in hopes of switching to a less 
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congested stairwell; and 3) lack of back-up communication 
systems (e.g., public address system, elevator telephone system, 
and telephone system). When these systems failed, commu- 
nication was severely limited. 

Participants’ experience with evacuations and emergency 
training varied by occupation. Service workers and tempo- 
rary employees were less likely than others to have received 
fire safety training or been instructed in procedures during an 
emergency. Temporary workers were at a disadvantage because 


of their lack of familiarity with building evacuation proce- 


dures. Many permanent workers, even those with years of 


experience in the buildings, also reported they did not know 
how to evacuate via routes that deviated from their normal 
paths. Many reported confusion at the sky lobby levels, where 
transfer to express elevators occurred. 
Reported by: RRM Gershon, DrPH, E Hogan, MPH, Dept of 
Sociomedical Science; KA Qure shi, DNSe, Dept of Epidemiology, 
Mailman School of Public Health, Columbia Univ, New York, New 
York. L Doll, PhD, National Center for Injury Prevention and Control, 
CD( 
Editorial Note: These qualitative data provide initial insights 
regarding preparedness planning for total evacuation of other 
multistory buildings, either business or residential. The data 
suggest that preparedness planning at the individual, organi- 
zational, and structural levels factored into evacuation efforts 
at the WTC towers. 

lhe findings in this report are subject to at least three limi- 
tations. First, the study cannot provide an estimate of the preva- 
lence of these factors among WTC evacuees. Second, the data 
are subject to recall and response biases, which are common 
to self-reported qualitative and behavioral data. Finally, 
because of the study design and small sample size, the 
generalizability of these data to other high-rise evacuations is 
unknown. 

he high rate of survivability of persons on floors in WTC 
| and 2 that were below the aircraft impacts was attributed to 
the small percentage (estimated at 20%—30%) of the building 
occupants at their work stations at the time of the first attack 
(3), reducing the flow of evacuees on the stairways and has- 
tening evacuation (4). The lessons learned from the 1993 WTC 
bombing resulted in extensive fire safety improvements (e.g., 
improved signage and better lighting in stairwells) and also 
are believed to have facilitated the evacuation process (5). The 
1993 bombing led some employers to enhance their emer- 
gency preparedness plans, which might have helped evacuate 
their employees more rapidly (6). In addition, on September 
11, 2001, evacuees almost uniformly acted in an orderly and 


cooperative manner. The large numbers of first responders on 


the stairwells, in the lobby, and at ground level, might have 


helped to reassure and motivate evacuees (Figure). 


FIGURE. The presence of large numbers of firefighters and 
other first responders might have helped reassure and 
motivate evacuees after the attacks on the two World Trade 
Center towers on September 11, 2001 


AP Photo/John Labriola 


High-rise buildings should be prepared for rapid, total build- 
ing evacuation (7). More detailed information on the impact 
of these various factors on evacuation behaviors and how these 
behav iors affected the length of time to evacuate Is being col- 
lected in Phase II, the quantitative phase of this study. A total 
of 1,500 randomly selected evacuees are completing detailed 
survey questionnaires that focus on their individual decision- 
making processes during the disaster. These data will provide 
a better understanding of the factors that helped shape evacu- 
ation decisions. Data from this phase of the study, as well as 
from similar initiatives, can help inform builders, developers, 
insurance companies, employee groups, and emergency plan- 
ners about risk-reduction strategies. Data from such sources 
also might be of value to regulators at the federal, state, and 
local levels. To ensure adequate readiness, further studies should 
focus on the development and evaluation of model emergency 
preparedness programs for high-rise buildings. 
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Investigation of Acute Idiopathic 
Pulmonary Hemorrhage Among 
Infants — Massachusetts, 
December 2002-June 2003 


During 1993-1996, investigation of cases of acute idiopathic 
pulmonary hemorrhage (AIPH) among infants in Cleveland, 
Ohio (/), suggested an association between AIPH and being 
male, exposure to molds (notably Stachybotrys chartarum), 
exposure to environmental tobacco smoke, and lack of breast 
feeding. However, reviews of that investigation by CDC and 
external consultants identified shortcomings in the method- 
ology and determined that no association between AIPH and 
exposure to molds had been established (2). The reviewers 
recommended that CDC collaborate with state and local pub- 
lic health officials to investigate future cases of AIPH, par- 
ticularly when clusters are identified. During December 
2002—June 2003, four cases of AIPH among full-term infants 
were reported in the Boston, Massachusetts, area. In a 4-month 
period, three of the infants were patients at the same hospital, 
which typically has one case of AIPH among infants per year. 
CDC, in collaboration with the Massachusetts Department 
of Public Health (MDPH), investigated this cluster, the first 


reported since CDC’s case definition® for AIPH in infants 


was published in 2001. This report summarizes the results of 


that investigation, which determined that two of the infants 
had von Willebrand disease (vWD), an inherited bleeding 
disorder, and one had borderline test results for vWD. The 
findings suggest that the infants with AIPH might have had 
underlying acquired or genetic susceptibility that predisposed 


them to pulmonary bleeding. Before a diagnosis of AIPH is 





*A clinically confirmed case was defined as an illness in a previously he thy 


infant aged <1 year with a gestational age of 32 weeks, no history of neonatal 
' , , 

medical problems that migh 1use pulmonary hemorrhage ind whose illness 

] 


1] ' ‘ 
is consistent with the follov ing criteria abrupt or sudden onset of overt 


bleeding or frank evidence of blood in the airway; 2) sev esentation leading 
to aculc respiratory distress o respirator) failure resulting in hospitalization in 
1 pediatric intensive care unit with intubation and mechanical ventilation; and 
3) diffuse, bilateral pulmonary infiltrates on chest radiograph or computerized 
tomography of the chest 

« ) Availabilir, 1 " | I, ; 
Source: (1 ailability of case definition for acute idiopathic pulmonary 
hemorrhage among infants. MMWR 2001;50:494—5 


made, clinicians should use tests to rule out vWD and other 
bleeding disorders. 

Reviewers of the earlier investigation of AIPH among 
infants recommended that investigators consider associations 
with multiple possible etiologies. These etiologies might 


include environmental factors such as exposure to mold, evi 


dence of pests, tobacco smoke, and exposure to multiple 


allergens and biologically active compounds. Because of the 
overlap between AIPH in infants and sudden infant death 
syndrome (SIDS) (3), investigators also were advised to 
consider risk factors for SIDS. 

In the Boston area investigation, CDC and MDPH reviewed 
December 2001—June 2003 admission records of pediatric and 
neonatal intensive care units (PICUs and NICUs) and hospi 
tal discharge records at each of the four area hospitals with 
PICUs and found no additional cases. For each of the four 
cases that were consistent with the CDC case definition, 
investigators used a standard data abstraction form to collect 
information about family demographics, prenatal and birth 
histories, diet and medication, preexisting medical conditions, 
and medical procedures and tests after admission for AIPH. 
Blood samples collected from the four infants were sent to 
CDC’s hemostasis laboratory and tested for vWD and other 
bleeding disorders. 

CDC and MDPH investigators visited the homes of the 
four infants. During each home visit, investigators conducted 
a 1—2-hour interview with family members to obtain addi 
tional information about family travel, medical history, and 
self-reported environmental exposures. An indoor-air 
quality inspector from MDPH visually examined each home 
for signs of water damage and mold. Four weeks after the 
initial home visit, investigators conducted environmental sam 
pling for fungi and mold spores in the homes of three of the 
four infants. For one infant, no environmental sampling was 
possible because the family had relocated; reported water and 
mold damage in the home already had been remediated. En 
vironmental samples (e.g., air, dust, and surface) were taken 
from different areas in the homes, including the location where 
the infant was reported to have spent the most time. In each 
area, air sampling was performed under varying conditions 
(e.g., with room ceiling fans on or off and before and after 
foot traffic). Floor registers and electrical outlets were sampled 
to detect reservoirs of mold in heating, ventilation, and ait 
conditioning ductwork and behind walls. Air samples were 
tested to identify total spores and culturable fungi. 

lhe four infants were male and, at onset of illness, had a 
median age of 48 days (range: 28-77 days). All four infants 
had symptoms of upper respiratory illness <2 weeks before 
their pulmonary hemorrhage (Table). On admission to the 


hospital, each infant required intubation and mechanical 
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ventilation. All four infants had evidence of blood in the air 
identified by bronchoscopy in three and by broncho 

veolar lavage fluid containing hemosiderin-laden 
macrophages in the fourth). The four infants had a median 


stay in the U ot 8 days range: 9 days). All were 
discharged in good health 

Although a history of vWD was reported only by the fam 
ily of infant A (Table), testing at CDC's hemostasis labora 
tory revealed that both infant A and infant B had laboratory 


evidence of vWD, and infant D had borderline von Willebrand 


t 


factor antigen and ristocetin cofacto1 results consistent with a 
vWD diagnosis. All laboratory tests for bleeding disorders for 
nfant C were within the normal range. Infant B also had a 
history of recurring bruising and possibly gastrointestinal 
bleeding. Although he received vitamin K at birth, infant B 
also had characteristics that might predispose to vitamin-K 
deficiency, including antibiotic use by the mother and infant 
j 


4). The family of infant D reported finding him tace down 


ona couch at the hemoptysis was first observed, suggest 
ing the possibility of unintentional isphyxia. 

The environmental investigation of the infants’ homes 
determined th iw one primary residence vad flooded and three 
had undergone recent renovations; infants A, B, and D were 

xposed to increased indoor concentrations of dust and pal 
ticulate matter within a few days of thei bleeding events. 
Although only one family reported visible mold, indications 
of active fungal growth were present in all the homes. Com 
mon molds, such iS spec ies of ¢ ladospo 7Hyn and Penicillium 
were the dominant culturablk species identified in each of the 
homes tested. One S. cha spore was found in the base 
ment of one home, and sev 


rum spores were found 


in another home 


Reported by: A Co 
HD). H 


> 

Blood 
velopment 
] ke rainand. 


Health Effects 


Edito rial Note: Although the rate of AIPH among infants in 
the United States is unknown, the condition is thought to be 
are (5); what national AIPH data exist are inconsistent and 
likely unreliable (3). CDC has reported clusters of AIPH 
among infants in Cleveland, Ohio, and ¢ hicago, Illinois (3,6); 
however, the specific etiologic factors for AIPH remain 


\ ‘ 
unknown Previous studies have not reported an association 


between pulmonary hemorrhage and vWD, although specific 


testing for vWD might not have been conducted. The most 
common inherited bleeding disorder, vWD has multiple vari- 


ants affecting an estimated 1%-—3' 


% of the U.S. population 
(7); persons with vWD tend to have mucocutaneous bleed 
ing. For infants A, B, and D, a previously undiagnosed bleed 
ing diathesis might have contributed to their hemorrhage; 
hematologic tests confirmed the diagnosis of vWD in two 
infants (infants A and B) and suggested vWD in the third 
(infant D). The hematologic test findings appear consistent 
with a reported family history of vWD for infant A and with 
unexplained facial bruising in infant B that occurred before 
his hemorrhage; infant B also had risk factors that might have 
been associated with transient vitamin-K deficiency. For 
infant D, acute unintentional asphyxia, a known risk factor 
for pulmonary hemorrhage, might have been a contributing 
factor. 

All the infants in this cluster also were exposed to certain 
environmental factors that might have affected their lungs, 
including environmental tobacco smoke, particulate matter 
(e.g., construction dust), and mold. Cladosporium and Peni 
cillium, the molds most commonly identified in each of the 
homes, typically are the most abundant fungal genera in in- 
door air (8). Total fungal spore counts in two of the homes 
were at concentrations that have been associated W ith increased 
risk for lower respiratory illness (9), and all four infants were 
treated presumptively for respiratory infections before theit 
hemorrhage episodes. Only seven spores of S. chartarum were 
found in one home, and a single spore was found in another. 
Although the full significance of spore counts is not known, 
toxic and other non-lgE—mediated health effects that have 
been hypothesized to occur with exposure to S. chartarum 
appear unlikely to have contributed to these AIPH cases (/0). 

lhe findings in this report are subject to at least three limi 
tations. First, the findings are from a case series; because no 
comparison group was used, definitive conclusions cannot be 
made about the hypotheses. Second, the findings are limited 
by the intervals between the illnesses and interviews of family 
members (range: | week—6 months); families with longet 
intervals might have been less likely to remember all of the 
circumstances related to the illness. Finally, the intervals 
between illnesses and environmental sampling (range: 3 weeks 

months) might have resulted in samples that were not 
representative of the environment at the time of illness onset. 

When cases of AIPH among infants occur, tests should be 
undertaken to rule out vWD and other bleeding disorders. If 
vWD is identified, appropriate therapy should be initiated to 
reduce the time course and severity of bleeding. Testing for 
vWD also might help to further explain any interaction 
between predisposing acquired or genetic vWD and environ 


mental or infectious factors. 
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TABLE. Summary of epidemiologic, laboratory, and environmental findings from four reported cases of acute idiopathic pulmonary 

hemorrhage (AIPH) among infants — Massachusetts, December 2002—June 2003 

Epidemiologic/ 
Environmental findings 





Infant A Infant B Infant C infant D 





Epidemiologic 


Date of illness onset 

Age at illness onset 

Race/Ethnicity 

Sex 

Maternal perinatal and/or infant 
antibiotic use 

Upper respiratory infection 
symptoms <2 weeks of AIPH 

Reported family history 
of bleeding disorders 

infant history of susceptibility 
to bruising 

Possible history of unintentional 
asphyxiation or trauma 

Abnormal hospital hematology 
laboratory findings 


CDC hemostasis laboratory results* 


von Willebrand factor antigen 
Ristocetin cofactor 

Factor Vill 

ABO blood type 


Home environmental 
Reported cigarette smoking 
in the home 


Reported flooding in the home 


Reported mold in the home 


Home renovations during infant’s 


life 


Range of culturable fungal counts 
(cfu/m~) for all samples collected 


Dominant genera 


Location with maximum value 


Range of total spore counts 
(spores/m») for all samples 
collected 

Dominant genera 


Location with maximum value 


Amount of Stachybotrys 
chartarum found in home 
(spores/m?”) 


December 2002 


45 days 


White, non-Hispanic 


Male 
Yes/No 


Yes 


von Willebrand disease 


No 


No 


Hemoglobin: reduced 


8.7g/dL 
Platelets: elevated 


Reduced, 64 
Borderline, 69 
Normal, 94 


574K 


No sampling performed 


No sampling performed 


No sampling performed 


February 2003 
28 days 

Asian 

Male 


Yes/Yes 


None 


No 


Partial thromboplastin 


time: elevated 
40-60 sec 


Borderline, 66 
Reduced, 41 
Reduced, 40 
B 


394 


Cladosporium 
Penicillium 


infant's room 


1,633-2,369 


Penicillium/Aspergillus 
types, Cladosporium 


Basidiospores 


Infant's room 


None 


April 2003 


77 days 


White, non-Hispanic 


Male 
No/No 


Yes 


None 


No 


No 


Platelets: elevated 


567K 


Fibrinogen: elevated, 626 mg/dL 


Normal, 151° 
Normal, 144 
Normal, 167 
Not tested 


Parents’ home 


In-laws’ home 





No 


No 
No 


No 


197-500 


Cladosporium 
Penicillium 


Infant's room 


1,099-19,500 


Smuts, Penicillium 
Aspergillus types 
Cladosporium 
Botrytis 
Basidiospores 
Infant's room 


Basement: one 
spore, 33 


Cladosporium 
Penicillium 
Chaetomium 

Basement 


33-—2,869 


Cladosporium. 
Penicillium 
Aspergillus types 
Basidiospores 
Chaetomium 

Basement 


None 


June 2003 

50 days 

White, non-Hispanic 
Male 

Yes/Yes 


Yes 
None 
No 
Yes 


Platelets: elevated, 571K 
Prothrombin time: normal 
Partial thromboplastin time 
normal 


Borderline 
Borderline 
Normal, 70 
O 


No 
Yes 


215-—1,430 


ladosporium 
Penicillium 


Basement 


1,836-—33,460 


Basidiospores, Cladosporium 
Penicillium/Aspergillus types 


Basement 


Infant's bedroom 

two spores, 67 

Parent's bedroom 

three spores, 100 (electrical 
outlet); one spore, 33 
(ambient) 

Basement 

one spore, 33 

Hallway 

positive identification from 
tape lift of ceiling stain 





* Normal reference ranges — 
VWF antigen 66%-—245 


Blood type O: von Willebrand disease factor (VWF) antigen 48% 
ristocetin cofactor 60%—205° 


factor Vill 66%-—224° 


199% 


ristocetin cofactor 38%-—166 


factor Vill 49° 


190%, blood type non-O 
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Progress Towards Poliomyelitis 
Eradication — Egypt, 2003-2004 
Since 1988, the estimated number of wild poliovirus ( PV) 


Cases worldwide has decreased YIN and three World Health 


Organization (WHQ) regions (Americas, European, and 


Western Pacific) are now certified as polio-free. Substantial 
progress has been made in the Eastern Mediterranean Region, 
where 18 of the 22 countries are polio-free and polio remains 
endemic in only three countries (Afghanistan, Egypt, and 
Pakistan). This report summarizes progress towards polio eradi 
cation in Egypt from 2003 through mid-2004 and describes 
the measures needed to ensure successful interruption of 


poliov irus transmission 


Routine Vaccination 


Since 1994 reported routine vaccination coverage of 


infants (aged <12 months) with >3 doses of oral poliovirus 
vaccine (OPV) has remained >90% in Egypt. During 2003, 
+ doses of OPV 


was >95%. Coverage with >4 doses of OPV was >95% in 234 


reported routine coverage of infants with 


(94%) of 250 districts and was 90%—95% in the remaining 


16 districts 


Supplementary Immunization Activities 
(SIAs) 


In 2003, Egypt conducted four rounds of National Immu- 
nization Days (NIDs)* and three rounds of Subnational 
Immunization Days (SNIDs)". As of June 2004, Egypt has 
conducted two rounds of NIDs and one round of SNIDs. In 
addition, two mop-up rounds* were conducted in June and 
July in response to a confirmed polio case in May. SNIDs 
implemented in 2003 and 2004 targeted mainly Greater 
Cairo! and governorates in Upper Egypt that were the focus 
of WPV circulation in 2003 and 2004. All SIAs in 2003 and 
2004 were conducted by using an intensified house-to-house 
approach. Further improvements in SIA quality were intro- 
duced in 2004, including revised tally sheets, supervisory 
guidelines and checklists, and training materials. The increas- 
ingly high quality of these SIA rounds was documented by 
international observers and independent monitor surveys 
(Ministry of Health and Population [EMOHP], unpublished 
data, 2004). Administrative data indicate that the number of 
children vaccinated during NIDs increased by approximately 
15%, from 9.8 million in the December 2002 round to 11.3 


million in the April 2004 round. 


WPV Surveillance 


Surveillance for acute flaccid paralysis (AFP) cases in Egypt 
improved substantially in 2003 and 2004 (Table) in response 
to recommendations from the Egypt Technical Advisory Group 
(TAG) made in March 2002, which included strengthening 
central level supervision and data management and increased 
awareness of reporting. Nationwide, the nonpolio AFP rate 
per 100,000 children aged <15 years reached 2.5 in 2003 and 
increased to 3.3 in 2004 (annualized as of June 2004). In 
2004, a total of 23 governorates achieved a nonpolio AFP rate 
of >2.0 cases per 100,000 children aged <15 years, compared 
with 21 governorates in 2003. The four governorates with 
rates below 2.0 in 2003 had low population density. Adequate 
stool specimens were collected within 14 days of paralysis onset 


from 93% and 94% of persons with AFP nationwide in 2003 





whicl 
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TABLE. Number of reported cases of acute flaccid paralysis (AFP), number of confirmed poliovirus cases, and key surveillance 


indicators, by year — Egypt, 1998-2004" 





No. laboratory- 
No. confirmed Nonpolio 
AFP poliovirus AFP 
Year cases cases rate! 


% of persons with 
AFP with 
adequate stool 
specimens’ 


% AFP cases 
detected 


% stool specimens 
with nonpolio 
within 1 enterovirus 

week of onset isolates 





2002 576 7 2.4 
2003 608 1 25 
2004 454 1 3.33 


91 78 19 
93 84 19 
96 91 18 





7, As of August 4, 2004 
. Number of persons with AFP per 100,000 population aged <15 years 


~ }wo stool specimens collected >24 hours apart within 14 days of paralysis onset and shipped properly to the laboratory 


Annualized as of June 2004 


and 2004, respectively, with all governorates achieving >80% 
in both years. 

Environmental surveillance (i.e., collecting and testing waste- 
water samples for the presence of WPV) in Egypt began in 
September 2000 as a supplement to AFP surveillance. In 2001, 
this network encompassed 11 sites in eight governorates and 


expanded to 33 sites in 18 governorates by June 2004. 


WPV Incidence 


WPV type 2 (P2) was last detected in Egypt in 1979, and 


type 3 (P3) was last detected in December 2000. Incidence of 


WPV type | (P1) decreased from seven cases in 2002 (six 
from Lower Egypt and Greater Cairo and one from Upper 
Egypt) to one in 2003, reported in June from Abu Korkas 
District, Menia Governorate (Upper Egypt). WPV was iso- 
lated from a contact of an AFP patient in the same district in 
October 2003. In May 2004, one case was identified from 
Dairut District, Assiut Governorate (Upper Egypt, bordering 
Menia Governorate) (Figure). WPV also was isolated from 
two of the close contacts of this patient. All AFP patients and 
positive contacts in 2003 and 2004 had received >10 valid 
doses of OPV before paralysis onset. All isolates from patients 
and contacts in 2004 were P1. 

In 2001, a total of 75 P1 isolates were detected from envi- 
ronmental surveillance in eight governorates (seven in Upper 
Egypt and one in Lower Egypt). In 2003, a total of 12 P1 
isolates were identified from five governorates: three from Cairo 
and one from Giza, two from Sharkia (Lower Egypt), and five 
from Menia and one from Qena (Upper Egypt). As of June 
2004, three P1 isolates had been identified from two neigh- 
boring governorates in Upper Egypt (Assiut and Menia). 

Genetic sequence analyses have been performed routinely 
on all WPV isolates obtained in Egypt since 1996. Results 
indicate a substantial decline in the number of P1 clusters, 
from 12 in 2001 to one in 2004. All isolates in 2004 have 
been from a single cluster of closely related lineages. However, 
the P1 isolated from the polio patient in May 2004 had >1.0% 


nucleotide sequence difference from any other isolate and 


FIGURE. Acute flaccid paralysis (AFP) cases and positive environ- 
mental (wastewater) samples — Egypt, 2003-2004 
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represents an “orphan” lineage that surveillance failed to 
detect during the preceding year. 

Reported by: Country Office of the M orld Health Organization; 
Regional Office for the Eastern Mediterranean Region, World Health 
Organization; Egyptian Organization for Biological and Vaccine 
Production (VACSERA), Cairo; Egypt Ministry of Health and 
Population. Enterovirus Laboratory, National Public Health Institute 
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Editorial Note: Ongoing improvements in the quality and 
frequency of polio-eradication activities, especially the inten- 
sified SIA rounds beginning in late 2002, resulted in a reduc- 
tion in the geographic distribution and genetic diversity of P] 
circulation in Egypt during 2003 and 2004. Focusing efforts 
on Cairo, Giza, and governorates in Upper Egypt with docu- 
mented P1 transmission in 2003 and 2004 contributed to 
reducing transmission. The Intersectoral SIA Task Force, which 
was established by EMOHP and includes WHO and United 
Nations Children Fund (UNICEF), was instrumental in iden 
tifying and addressing problems at district and subdistrict levels 
and in setting strategic directions for the program such as per- 
formance of the vaccination and supervision, training, and 
selection of vaccination teams. A Task Force plan for response 
to WPV isolation was developed in 2004 and implemented 
after detection of the polio case in May. 

Substantial improvement in AFP surveillance performance 
during the previous 2 years is evident based on the recom- 
mended surveillance indicators. However, the finding of an 
orphan lineage of P1 from the WPV case in May 2004 sug- 


gests potential gaps in AFP surveillance. Environmental 


surveillance, an adjunct to AFP surveillance, has been a useful 
source of information on poliovirus circulation. However, 
because the isolation rates of nonpolio enterovirus (NPEV) 
and Sabin virus from environmental samples demonstrated 
unexplained gradual decreases since late 2003, recent envi- 
ronmental surveillance data should be considered with cau- 
tion. In June 2004, with the help of national and international 
experts, a systematic evaluation of possible deficiencies in 
sample processing was conducted. The technical problem, 
related to reagents used for concentration of samples, appears 
to be resolved, and environmental sampling is again yielding 
important surveillance information. Regaining the sensitivity 
and reliability observed in the past will be important to clarify 
progress and plan future activities to eradicate polio. 
Available evidence suggests that Egypt is now closer than 
ever to achieving interruption of WPV transmission. However, 
given the high population density, frequent population move- 
ment throughout the country, and suboptimal sanitation, 
ongoing P| circulation in Upper Egypt demonstrates the need 
for further increasing the frequency of nationwide rounds and 
sustaining very high OPV coverage to definitively interrupt 
transmission. In addition, the strong commitment and 
support of EMOHP and its partners to the eradication goal is 


critical and will need to be maintained to interrupt transmission. 
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West Nile Virus Activity — United 
States, September 1-7, 2004 


During September 1-7, a total of 138 cases of human West 


Nile virus (WNYV) illness were reported from 22 states (Ala- 
bama, Arizona, Colorado, Georgia, Illinois, Kentucky, Mary- 
land, Michigan, Mississippi, Missouri, Nebraska, New Mexico, 
North Carolina, Ohio, Pennsylvania, South Carolina, South 
Dakota, Texas, Utah, Virginia, Wisconsin, and Wyoming). 
During 2004, a total of 37 states have reported 1,191 cases 


of human WNV illness to CDC through ArboNET (Table, 


TABLE. Number of human cases of West Nile virus (WNV) illness, 
by state — United States, 2004* 
West Other Total 
Neuroinvasive Nile clinical/ reported 
State disease’ fever’ unspecified’ to CDC** Deaths 








Alabama 8 0 8 
Arizona 128 35 16 330 
Arkansas 1 2 3 
California 126 11 326 
Colorado 28 195 
Connecticut 0 1 
Florida 16 19 
Georgia 7 
Illinois 22 
Indiana 2 
lowa 6 
Kansas 10 
Kentucky 3 
Louisiana 
Maryland 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Pennsylvania 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 

Virginia 
Wisconsin 
Wyoming 
Total 429 
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* As of September 7, 2004 

' Cases with neurologic manifestations (i.e., West Nile meningitis, West 
Nile encephalitis, and West Nile myelitis) 

3 Cases with no evidence of neuroinvasion 

1 \IInesses for which sufficient clinical information was not provided 

** Total number of human cases of WNV illness reported to ArboNet by 
state and local health departments 


Figure). Of these, 330 (28%) cases were reported from Ari 
zona, 326 (27%) cases were reported from California, and 
195 (16%) cases were reported from Colorado. A total of 663 
(57%) of the 1,163 cases for which all data were available 
occurred in males; the median age of patients was 51 years 
(range: 1 month—99 years). Illness onset ranged from April 
23 to August 29; a total of 30 cases were fatal. 

A total of 98 presumptive West Nile viremic blood donors 
(PVDs) have been reported to ArboNET in 2004. Of these, 
37 (38%) were reported from Arizona, 20 from California, 
10 from Texas, nine from New Mexico, four each from Colo 
rado and Georgia, three each from Florida and South Dakota, 
two each from Missouri and Wisconsin, and one each from 
lowa, Louisiana, Minnesota, and Oklahoma. Of the 98 PVDs, 


five persons aged 35, 50, 66, 69, and 77 years subsequently 


had neuroinvasive illness, and 24 persons (median age: 55 
years; range: 17—75 years) subsequently had West Nile fever 

In addition, during 2004, a total of 3,574 dead corvids and 
749 other dead birds with WNV infection have been reported 
from 44 states. WNYV infections have been reported in horses 
from 32 states (Alabama, Arizona, Arkansas, California, Colo 
rado, Florida, Georgia, Idaho, Illinois, lowa, Kansas, Ken 
tucky, Michigan, Minnesota, Mississippi, Missouri, Montana, 
Nevada, New Jersey, New Mexico, North Carolina, Ohio, 
Oklahoma, Oregon, South Dakota, Tennessee, Texas, Utah, 
Virginia, Wisconsin, West Virginia, and Wyoming) and in 
five dogs from Nevada and New Mexico. Three squirrels with 
WNYV infection were reported from Arizona. Three unidenti 
fied animal species with WNYV infection were reported from 
Illinois, lowa, and Nevada. WNYV seroconversions have been 
reported in 640 sentinel chicken flocks from 13 states 


(Alabama, Arizona, Arkansas, California, Delaware, Florida, 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2004* 





yy 


MB Human WNV iliness 
Nonhuman WNV infection only 











* As of 3 a.m., Mountain Standard Time, September 7, 2004 
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lowa, Louisiana, Nebraska, Nevada, Pennsylvania, South 
Dakota, and Utah) and in four wild hatchling birds from 
Missouri and Ohio. Three seropositive sentinel horses were 
reported from Puerto Rico. A total of 4,657 WNV-positive 
mosquito pools have been reported from 32 states. 
Additional information about national WNYV activity is 
wailable from CDC at hetp:/ www.cdc.gov/ncidod/dvbid/ 


westnile/index.htm and at http://westnilemaps.usgs.gov. 


Notice to Readers 


National Occupational 
Respiratory Mortality System 


lhe National Occupational Respiratory Mortality System 
NORMS), a recent addition to CDC’s website, is a data stor- 
we and data retrieval system developed and maintained by 


the National Institute for Occupational Safety and Health, 


Division of Respiratory Disease Studies. The system con- 
tains national mortality data obtained annually since 1968 
from the National Center for Health Statistics for asthma, 
chronic obstructive pulmonary disease, lung cancer, malig- 
nant mesothelioma, pneumoconiosis, tuberculosis, and other 
respiratory diseases and conditions. 

[his system offers a range of search options for generating 
tables, charts, and maps of the number of deaths, crude mor- 
tality rates, age-adjusted mortality rates, and years of poten- 
tial life lost at national, state, and county levels for U.S. 
residents by age, race, and sex. In addition, users of NORMS 
can tabulate proportionate mortality ratios by usual industry 
and/or occupation at national and state levels. 

NORMS can be useful for all persons interested in finding 
data on work-related lung disease mortality by time and place. 
NORMS data are available at http://webappa.cdc.gov/ords/ 


norms.html. 








Vol. 53 / No. 35 MMWR 825 





FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals September 4, 2004, with 
historical data 


CASES CURRENT 

DISEASE DECREASE INCREASE 4 WEEKS 
Hepatitis A, acute 268 
Hepatitis B, acute 312 
Hepatitis C, acute 49 
Legionellosis 158 
Measles, total 1 
Meningococcal disease 38 
Mumps 7 

Pertussis 


Rubella” 





f T T T T 


0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log scale)' 


~] Beyond historical limits 


* No Rubella cases were reported for the current 4-week period yielding a ratio for week 35 of zero (0) 


t Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending September 4, 2004 (35th Week)* 





Cum. Cum. Cum. Cum. 
2004 2003 2004 2003 
Anthrax - - Hemolytic uremic syndrome, postdiarrheal' 83 98 
Botulism: - - HIV infection, pediatric" 98 143 
foodborne Measles, total 48" 
infant Mumps 148 
other (wound & unspecified) Plague 1 
Brucellosis' Poliomyelitis, paralytic - - 
Chancroid Psittacosis' 9 
Cholera Q fever' 53 
Cyclosporiasis' Rabies, human 
Diphtheria - Rubella 
Ehrlichiosis - Rubella, congenital syndrome 
human granulocytic (HGE)' SARS-associated coronavirus disease’ % 
human monocytic (HME)' Smalipoxt ™ 
human, other and unspecified 29 Staphylococcus aureus: 
Encephalitis/Meningitis: - - Vancomycin-intermediate (VISA)* ™ 
California serogroup viral § 78 Vancomycin-resistant (VRSA)' ™ 
eastern equine’ § 12 Streptococcal toxic-shock syndrome’ 
Powassan' § - - Tetanus 
St. Louist § 32 Toxic-shock syndrome 
western equine’ ® - Trichinosis 
Hansen disease (leprosy)' 57 58 Tularemia‘ 
Hantavirus pulmonary syndrome’ 15 17 Yellow fever 
-: No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date). 
Not notifiable in all states. 
, Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance). 


Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
Last update July 25, 2004. 


** Of 22 cases reported, 10 were indigenous, and 12 were imported from another country. 
Of 48 cases reported, 29 were indigenous, and 19 were imported from another country. 
“ Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003). 
‘ Not previously notifiable. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending September 4, 2004, and August 30, 2003 


(35th Week)* 





AIDS 


Chlamydia’ 


Coccidiodomycosis 


Cryptosporidiosis 


Encephalitis/Meningitis 
West Nile® 





Reporting area 2004" 





Cum 


Cum. 
2003 





Cum. 
2004 


Cum. 
2003 


Cum. 
2004 


Cum. 
2003 








Cum. 


2003 


Cum. 
2004 





Cum. 
2004 


Cum. 
2003 





74 


572.669 


3,889 2,361 


924 1,822 


427 


1,871 
18,315 101 
1 N N 16 
1,033 16 
19 
32 
4 
14 
265 


6 


M 

W.S. CENTRAI 
Ark 

La 

Okla 

Tex 


MOUNTAIPI 
Mont 


idar 


PACIFIC 
Wast 
Oreg 
Calif 
Alaska 
Hawa 
Gu 
PR 
VI 


arr 


Amer. Samoa U U U 
C.N.M.1 2 


U U 
) reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 


Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
Chiamydia refers to genital infections caused by C. trachomatis 





N: Not notifiable U: Unavailable Ne 


Updated weekly from reports to the 


Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance 
* Updated monthly from reports to the Division of HIV/AIDS Prevention 
July 25, 2004 


* Contains data reported through National Electronic Disease 


Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 


Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 4, 2004, and August 30, 2003 


(35th Week)* 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





Shiga toxin positive, 


0157:H7 serogroup non-0157 


Shiga toxin positive, 


not serogrouped Giardiasis 


Gonorrhea 





Cum. 
2004 





Cum. Cum. Cum. 
2003 2004 2003 








Cum. Cum. 
2004 2003 


Cum. 
2003 








Cum. 
2004 


Cum. 
2003 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

Ind 

ll 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 
Md 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 
idaho 
Wyo 
Colo 
N. Mex 
Ariz 
tah 


Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

Vi 

Amer. Samoa 
C.N.M.1 


1,487 
97 

6 

10 

9 

46 

6 

20 
162 


// 


27 


24 


NULDWON & 
> 


ohpawnhry VI 


Ww 
> 
oO 


~~ 
O 


1,445 142 163 
33 31 


wo 
N™N 


o-- 
On w 


ne) 
o-— 


> uw ®> 
oonos 


104 97 11,679 20° 
19 10 908 
108 
27 
70 
53 ¢ 


4.715 


3,008 217,433 
4,670 
155 134 
64 76 
58 56 
2,148 1,812 


579 637 


1,711 955 


> 


3,078 27,093 


4,977 4,895 


7,033 927 


4.088 5.595 


€ 


5,980 7,676 


596 Ae 594 
106 651 
198 4,348 
312 
068 


2,912 


0,978 
2,091 


649 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable disea 


(35th Week)* 


ses, United States, weeks ending September 4, 2004, and August 30, 2003 





Reporting area 


Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


A 








Cum. Cum. 





2004 2003 





Cum. | Cum. 


Cum. Cum. 





Cum Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





UNITED STATE 


NEW ENGLAND 


re 


MID. ATLANTI 
Upstate N.Y 


n P 
v.Y ty 
A 


ATLANTIC 
De 


Md 


CENTRAL 


CENTRAL 


La 

Okla 

Tex 
MOUNTAIN 
Mont 

idat 

Wy 

re 
A 


Sol 
i. Mex 
Ariz 
Utar 
Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 
C.N.M.1 


2004 2003 


58 


U U 
U 


10 19 


7 


U 


2004 2003 


4 
65 84 


12¢ 143 


3 


1 


1D 


— pW 


o 


~_— = = © 
oon — 


4,255 





N: Not notifiable 


U: Unavailable 
* Incidence data for reporting years 2003 and 


No reported cases 
2004 are provisional and cumulative (year-to-date) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 4, 2004, and August 30, 2003 


(35th Week)" 





Hepatitis (viral, acute), by type 





B Cc 


Legionellosis 


Listeriosis 


Lyme disease 





Reporting area 





Cum. Cum. Cum. 
2004 2003 2004 








2004 2003 





Cum. | Cum. 


Cum. Cum. 
2004 2003 





Cum. 
2004 


Cum. 
2003 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

RI 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

tll 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 

E.S. CENTRAL 
Ky 

Tenn 

Ala 


Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 


4,150 4,671 699 
232 7 


11 


U 


U 
U 


1,108 1,324 


29 71 
1 
6 
4 


394 437 


10,471 


1,143 
53 
34 

274 
148 
582 

7,383 

2,454 


2,007 


» 22°C 
339 


2.595 


95 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 4, 2004, and August 30, 2003 


(35th Week)* 





Reporting area 


Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Cum. 


2003 





Cum. Cum. 
2004 2003 





Cum Cum. 


2004 2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





UNITED STATE 


NEW ENGLANI 
Maine 
N.H 


815 


1.190 


4 
1 


5 


636 5,263 


668 


3,635 4,783 


381 

34 
16 
i= 


816 492 
14 7 





SuMuiative 


(year-to 


jate 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 4, 2004, and August 30, 2003 
(35th Week)* 





Streptococcus pneumoniae, invasive 


Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 2004 2003 


UNITED STATES 26,776 7,30 15,543 3,313 4,318 56 1,452 465 499 
NEW ENGLAND 32 1,429 17 212 145 379 2% 73 53 





























Maine 93 2 23 y 3 
N.H - 97 g 5 5 24 - N 
Vt 37 47 5 17 6 1 
Mass 855 < 4 169 J N 42 
Rl 71 a 9 7 
Conn 266 d d - 137 - 57 U 
MID. ATLANTIC E 5 751 95 80 
Upstate N.Y. 820 2 4 52 55 
N.Y. City 779 22 é K U U 
N.J 551 . 5 
Pa 1,490 C 43 2 
E.N. CENTRAL 3,420 

Ohio 911 

Ind 400 

ill 992 

Mich 568 

Wis 549 


W.N. CENTRAL 615 
Minn 392 
lowa 335 
Mo 422 
N. Dak 29 
S. Dak 

Nebr 

Kans 


S. ATLANTIC 


S.C 
Ga 
Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 
Idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 
PACIFIC 
Wash 
Oreg 

Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 4, 2004, and August 30, 2003 
(35th Week)” 





Syphilis Varicella 
Primary & secondary genital Tuberculosis Typhoid fever (Chickenpox) 


Cum Cum " Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2003 2004 2003 2004 2003 2004 2003 


UNITED STATES 4,840 4,693 216 300 6,714 8,348 182 235 12,779 10,961 
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N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending September 4 


2004 (35th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 
Ages >65 





ial “— sal <1 | Total 


P&it 





Reporting Area 





>65 | 45-64 | 25-44 | 1-24 | 








NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.! 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 
Buffalo, N.Y 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N.Y. 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa 
Reading, Pa 
Rochester, N.Y 
Schenectady, N.Y 
Scranton, Pa 
Syracuse, N.Y. 
Trenton, N.J 
Utica, N.Y. 
Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, Ind 
Fort Wayne, Ind 
Gary, Ind 
Grand Rapids, Mich 
Indianapolis, Ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, Ill 
South Bend, Ind 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


457 293 
129 69 
37 23 
17 13 
17 10 
44 24 
25 18 
16 9 
17 15 
33 25 
U . 
6 
32 
28 
br 
1,822 
47 
19 
53 
19 
11 
25 
36 
989 
42 
15 
178 
27 
32 
135 
18 
33 
73 
33 
16 
21 
878 
45 
39 
295 
67 
249 
199 
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40 
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90 
46 
55 
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S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky. 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 
Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 


614 259 85 36 
128 19 5 
103 21 7 
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U: Unavailable 


--No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
' Pneumonia and influenza 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Total includes unknown ages 
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